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SPTL is frequently associated with autoimmune disorders, especially systemic lupus erythematosus (LE) [4] . GDTCL is similarly characterized by diffuse nodules and plaques, frequently localized on the arms and legs. Ulceration in GDTCL is more common than in SPTL ( Fig. 2a ). Survival in GDTCL is worse than in SPTL (5-year overall survival 11%) [3] . Unlike in SPTL, in GDTCL the subcutaneous neoplastic infiltrate involves the epidermis and dermis. Tumor cells express markers for TCR-γδ, CD2, CD3, CD45RA, CD56, and cytotoxic proteins. CD4 and CD8 markers are commonly negative ( Fig. 2b-d) . A clonal rearrangement for the TCRγ gene is frequent [4] . Recently, a mycosis fungoid-like variant has been described, characterized by a better prognosis. It manifests with plaques, papules, and nodules and shows an epidermotropic dermal infiltrate of atypical T lymphocytes without evidence of subcutaneous involvement [5] .
LP is an uncommon variant of LE and may occur isolated or with a discoid or systemic LE [6] . Typically, LP occurs in females with chronic-relapsing painful subcutaneous nodules and plaques, covered by erythematous patches or discoid LE lesions. They usually heal with evidence of lipoatrophy and depressed scars. Unlike other panniculitides, nodules are usually localized on the upper arms, shoulders, buttocks, and face (Fig. 3a) . Histologically, a lobular "cytophagic" panniculitis is frequently associated to epidermal and dermal features of LE, such as epidermal atrophy, vacuolar interface changes, a thickened basement membrane, dermal mucin deposition, and superficial and deep perivascular lymphocytic inflammation ( Fig. 3b, c) [7] . The presence of lymphoid follicles, with a germinal center between the collagen bundles and into the septae, is highly characteristic of LP. The infiltrate is usually mixed, including cytotoxic CD8+ α/β T cells (Fig. 3d ), but they are not predominant as in SPTL. Immunofluorescence analysis shows a linear deposition of immunoglobulin M and complement-3 on the dermo-epidermal junction. Serum antinuclear antibodies are commonly positive but few patients show lupus-specific positive serology. The rearrangement of the TCR gene is usually polyclonal, but it can also be monoclonal [3, 8] .
In conclusion, it is important to define whether a lymphocytic lobular panniculitis is a benign reactive or a lymphoproliferative process, but this is frequently not easy. The presence of clinical and histological features of a systemic disease, integrated in immunohistochemical and molecular data, is helpful for reaching a diagnosis.
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